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Letter to the Editor

Psychosocial Stress and Quality of Life in Head and Neck Cancer:

A Clinical Perspective
Siti Nor Ashiah Johari 2, Norhafiza Mat Lazim', Irfan Mohamad

............................................................

§ Dear Editor,

: 1 read with great interest the recent review article by :
. Dagli et al. titled “Bibliometric Analysis of Literature on :
. Psychological Stress and Head and Neck Cancer (1977-
: 2025),” published in the Bangladesh Journal of Medical
: Science.' The authors provide a valuable mapping of the :
- literature surrounding psychosocial distress in head and :
- neck cancer (HNC) patients over nearly four decades, :
- rightly emphasizing the critical need for integrating
- mental health support into routine oncological care. While
. this comprehensive analysis sheds important light on :
. global publication trends and key thematic areas, several :
- clinical considerations and prospective
. avenues warrant further emphasis. The clinical relevance :
. of Dagli et al.’s bibliometric mapping is underscored by :
. the immense global burden of HNC.

Worldwide, the annual incidence exceeds half a million

cases, greater in men compared to women, and is

increasingly seen in younger age groups.® Comprising :

a heterogeneous group of tumours arising in the

oral cavity, nasal cavity, pharynx, larynx, paranasal :

sinuses, salivary glands, thyroid gland, and soft tissues,

HNC is predominantly composed of squamous cell

carcinomas characterized by a strong propensity to

recur locoregionally.* It represents the seventh most
common cancer globally, with frequently associated :

risk factors including smoking, alcohol consumption,

human papillomavirus (HPV) infection (especially for :

oropharyngeal cancers), and Epstein-Barr virus (EBV)
infection (especially for nasopharyngeal cancers in Asia).’

The main treatment modalities of HNC are surgery and :
radiation therapy, with or without chemotherapy, aiming :

for curative or palliative intent depending on tumours
stage, site, available expertise, and patient factors.

However, radiation therapy for local control comes with

significant undesirable side effects, including mucositis,
skin reactions, pain, risk of osteoradionecrosis, fibrosis,

hearing loss, and xerostomia.® Although advances in :

...........................................................

intervention -

therapeutic modalities have led to a slight
improvement in the survival rate over the past
decade from approximately 50% to 60%’, this
increased survival, alongside the rising incidence
in younger patients demands that current
management aim not only to increase chances of
cure but also to enhance overall quality of life
(QoL) and psychosocial well-being.

Patients with HNC frequently suffer functional
impairments related to speech, breathing, and
swallowing, as well as cosmetic disfigurement,
either due to direct tumour infiltration or as
a result of debilitating treatment sequelae.®’
These functional losses lead to significantly
heightened rates of psychological distress,
negatively impacting psychological, QoL, and
medical outcomes.!® HNC patients demonstrate
significantly elevated levels of both anxiety and
depressive symptoms that vary across the disease
trajectory: high anxiety is commonly seen at
diagnosis due to distractibility, information
overload, and poor sleep,!! whereas depressive
symptoms escalate as the disease progresses
and patients endure daily functional deficits in
salivation, eating, and social contacts.!” Because
psychosocial distress across the continuum of
care negatively correlates with QoL!>!3, various
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psychosocial interventions have been implemented to
manage anxiety and depression to ultimately improve
patient well-being.'*

Systematic distress screening using validated QoL and
psychological assessment tools such as the European
Organization for Research and Treatment of Cancer
Quality of Life Questionnaire (EORTC QLQ-C30)',
Functional Assessment of Cancer Therapy-Head
and Neck Subscale (FACT-H&N)', University of
Washington Head and Neck Cancer Questionnaire'’,
Hospital Anxiety and Depression Scale (HADS)'3, and
Brief Symptom Inventory-18 (BSI-18)" is essential in
routine practice. While diverse psychosocial therapies,
including cognitive behavioural therapy®, problem-
focused interventions?', coping techniques®, support
groups®, and psychoeducation®*, have shown variable
outcomes in alleviating distress, non-pharmacological
mind-body approaches, such as relaxation therapy
remain underutilized in HNC care.

Relaxation therapy, including deep breathing
exercises and progressive muscle relaxation (PMR),

elicits a relaxation response through predominant
parasympathetic activity, resulting in reduced heart
rate, lowered blood pressure, decreased breathing rate,
and improved mood.>* Although relaxation training
has shown variable yet positive outcomes in other
oncology cohorts, such as reducing anxiety in prostate
cancer”’, improving fatigue and coping mechanisms in
breast cancer®, and mitigating chemotherapy-related
anxiety in systematic reviews” and broader cancer
populations®, its potential among HNC patients is yet
to be fully capitalized upon.

Ultimately, while Dagli et al. successfully illustrate
the growth of psycho-oncology literature, there
remains a critical need to translate these bibliometric
insights into active clinical interventions. Rigorous,
prospective clinical studies evaluating the impact of
targeted relaxation therapies on anxiety, depression,
and QoL in HNC patients represent a necessary and
promising avenue to optimize multidisciplinary cancer
management outcomes.
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